Complementary therapy (CT) has become increasingly popular with the general public and interest from the health professions has been rising. There has been no study focusing on the pattern of availability of CT within urban and inner-city general practice. We aimed to describe the prevalence and pattern of access to complementary therapy in this setting, identifying the characteristics of practices offering CT and the perceived barriers to service provision. We sent a postal questionnaire to all 254 general practices on the Birmingham Family Health Services Authority list. Practices were asked whether they offered any access to CTs, how services were organized and which therapies were available and to identify any barriers to provision.
INTRODUCTION
Public surveys in the UK over the past seven years have revealed a growing interest in complementary therapy (CT) within the general population1 2. Studies of general practitioners, hospital doctors and medical students have also shown a softening of attitudes and a gradual integration of CT within traditional practice3-10. The frequent appearance of articles on CT in the popular and professional medical journals reflects this trend. In parallel there has been a climate for innovation in primary care, encouraged by the 1990 contract and the development of fundholding1 Il3.
Reports of integration of CT in general practice have been presented for individual practices 14I6 and the use of CT by patient groups has also been assessed in various settings2 13,l7-l. In 1987, Anderson and Anderson6 reported that 16% of Oxfordshire general practitioners (GPs) practised a complementary therapy themselves and 59% had recommended alternative medicine at some time. More recent UK studies, both at national7 8 and area level9' 10, have shown that the extent of provision depends on geographical area and that the effect of fundholding is equivocal. The NAHAT study, which focused on fundholding practices only and had a low response rate (43%)7, showed that CT was available in 34% of practices and was usually provided by members of the primary health care team (PHCT). A national survey by Thomas, published in 1995, sampled one in eight general practices from a sample of UK family health services authorities (FHSAs) and had a higher response rate of 62%8. This survey indicated that 39.5% provide access to some form of CT, with 21.4% offering a service by a member of the primary health care team. Patients of fundholding practices had a higher level of access (45.5% compared with 36.6%). The two area surveys looked at single FHSAs-Paterson in Somerset9 (response rate 62%) and White in Devon and Cornwall10 (response rate 47%). Paterson's survey indicated that 63% of practices had a 'connection' with complementary practitioners and White's that 68% of practices either offered access or at least 'endorsed' CT. In the Devon and Cornwall study no analysis by fundholding status was made. In Paterson's survey, fundholding made no apparent difference to the provision of complementary medicine.
Both of the above area studies reflect predominantly rural and semi-rural practice. Thomas8 stresses the need for 'more local area studies . .. to establish any regional variations in the pattern of provision'. In our study we set out to describe the present pattern of availability and access to CT within urban and inner-city general practice, the characteristics of Department Correspondence to: Dr A M Wearn practices offering CT, perceived barriers to provision of such a service, and the effect of fundholding status.
METHOD
The survey was undertaken between May and August 1995 and approval was given by the Birmingham Local Medical Committee and the West Midlands Regional Advisers' Office. A postal questionnaire was sent to the senior or sole partner in all 254 practices registered with the Birmingham FHSA (now the Birmingham Health Authority). An explanatory letter and a reply-paid envelope were enclosed with the questionnaire. Two follow-up mailings were sent to non-responders. The covering letter suggested that completion of the questionnaire should be with consultation and the cooperation of all partners. The first section of the questionnaire requested information about the practice (number, gender and working status of partners, list size, training and fundholding status). The next three sections sought details of any CT service offered within the practice or recommended outside of the practice including funding and year of commencement. The definition of CT was left to the interpretation of each respondent. For in-house services, practices were asked to give details of whether therapies were provided by a doctor, a member of staff or an outsider. GPs were also asked in an open format to identify perceived barriers to providing a CT service. The data were entered onto a Microsoft Access database, categorized and analysed descriptively by use of chi-squared for independence, trend or proportions and the exact binomial test ('SPSS' and 'Stata'). outside and 26 (29%) both referred and provided an inhouse service; 18 (20.6%) provided in-house therapy only.
In the 44 practices with in-house therapy, the GP was the sole provider of CT in 31 (70.4%). In a further 5 practices (11.4%) it was the GP in addition to other practice staff or outside therapists. Less commonly another member of staff (5/44, 11.4%) or outside therapist (3/44, 6.8%) alone offered the service. Where another member of staff offered the service, these were: two physiotherapists, a midwife, a practice nurse, a receptionist, a retired partner and two unnamed members of staff. In 6 practices, outside therapists 
RESULTS
Practice characteristics 175 questionnaires were returned (response rate 68.9%). One questionnaire was defaced and unusable, leaving a study sample of 174 practices. The sample represents 412 general practitioners. The 1995 General Medical Services Statistics for Birmingham FHSA20 show that 117 (46.1%) GP practices were single-handed, 109 (42.9%) had two to four partners and 28 (11.0%) had five or more. In the study sample 75 (43.1%) practices were single-handed, 76 (43.7%) had two to four doctors and 23 (13.2%) were groups of five or more doctors. The practice sample and the FHSA did not differ significantly. The practice characteristics are summarized in Table 1 .
Routes to complementary therapy 87 (50%) practices offered some access to CT. Of these, 69 (79.6%) referred outside the practice and 44 (50.5%) offered in-house provision. 43 came into the practice: three physiotherapists, two qualified counsellors and five private complementary therapists. In the 36 practices where the GP provided a service, 31 (86.1%) recorded the year in which they first offered each CT. 13 (41.9%) doctors began practising their CTs between 1977 and 1989, 18 (58.0%) in or after 1990 and 2 added therapies from 1990.
Range of therapies offered
Seventeen separate therapies were offered by the practices in this study. These were as follows (number of practice, %): acupuncture (56, 64.3%), osteopathy (34, 39.0%), chiropractic (29, 33.3%), hypnotherapy (26, 29.8%), homoeopathy (24, 27.5%), aromatherapy (9, 10.3%), reflexology (7, 8.0%), counselling (5, 5.7%), physiotherapy (5, 5.7%), relaxation therapy (3, 3.4%), spiritual healing (2, 2.2%), transcendental meditation (2, 2.2%), clinical ecology (1, 1.1%) and yoga (1, 1.1%). 82 (94.2%) of the practices offered at least one of acupuncture, osteopathy, hypnotherapy, chiropractic or homoeopathy. The range of therapies offered by individual practices was from one to seven (mean 2.41, mode 1, median 2). 34 practices (39.1%) offered one therapy, 44 (50.5%) two to four therapies and the remaining 9 (10.2%) up to seven. Table 2 shows the frequency with which the seventeen separate therapies were offered by the practices in-house (GP, other staff or outside therapist) or by referral. Osteopathy and chiropractic were most likely to be offered by referral outside the practice (both P<0.001).
Routes to individual therapies
Thirteen therapies were offered to patients by the 69 practices making outside referrals. The four therapies not available by this route were counselling, spiritual healing, clinical ecology and psychoanalysis. Five therapiesrelaxation therapy, transcendental meditation, music therapy, psychotherapy and yoga, were offered only by referral.
Where the therapy was offered by the GP the most commonly practised therapies were acupuncture (22/36, 61.1%), homoeopathy (12/36, 33.3%) and hypnotherapy (11/36, 30.5%), from a range of eleven. One general practitioner practised six individual therapies, 9 (25%) between two and four therapies and the remainder (72%) only one therapy.
In the 8 practices in which a member of staff offered the service, therapies were acupuncture (2), aromatherapy (2) , hypnotherapy (2) and counselling (2) .
In the 6 practices where outside therapists worked inhouse, the therapies offered were physiotherapy (3), counselling (2), hypnotherapy (2) , acupuncture (2), homoeopathy (1) and osteopathy (1). Levels of access to complementary therapy Practices were categorized into groups according to four levels of CT service. These were chosen to reflect a graduation of personal involvement or practice commitment to CT: level 1, those offering any access to CT; level 2, those referring outside the practice only; level 3, those offering an in-house service; level 4, those where the GPs practised the therapies themselves. Individual practices may therefore appear in more than one level. Practices offering CT at each of the four levels were compared with those which did not, by a range of practice characteristics. Table 3 shows that practices that were larger (number of partners and list size) or were involved in training or teaching were significantly more likely to offer any access to CT. The level of service also varied by type of practice; those offering CT in-house were more likely to be fundholders, involved in GP training or have a large list size. This was also the case, apart from list size, for practices where therapies were offered by the GP. Obstacles to CT service provision Towards the end of the questionnaire, respondents were asked to identify any obstacles to providing a CT service. 61 (35.0%) practices took the opportunity to respond to this open question section. Some practices also used this question to describe ways in which they had overcome obstacles. Finance was thought to be an issue by 35 practices (57.3%). The next commonest obstacles were time (14 responses, 22.9%) and space (12, 19 .6%) within the practice. National Health Service resource priorities were mentioned by 8 practices (13.1 %), and some of the comments were: 'Not until conventional medicine is adequately funded', 'Not in preference to other projects, like my pay', 'It would only take up funds better used elsewhere'. One practice was using fundholding savings to pay for a chiropractic service and two were considering using fundholding money. A practice that had offered a homoeopathic pain clinic in the past stated that it had been stopped because it had 'not been found to be cost effective'. One practice simply commented, 'who pays?'. In one case the GP stated that the service was paid for 'from my own pocket'. Other methods of funding were suggested: finance to come wholly from the FHSA; allowing GPs or staff to charge their National Health Service patients for CT services as private fees; and a suggestion that patients might be asked to pay 'a nominal fee'. 7 (11.4%) practices were concerned about personal training issues or the training and standards of therapists to whom they might refer patients. 6 (9.8%) felt that there was no convincing evidence for alternative medicine and 3 (4.9%) highlighted the medicolegal aspects of offering therapies or referring. One practice observed that patients liked complementary medicine and, once the service had been offered, stopping was difficult. On one questionnaire, partnership disagreement about the validity of complementary medicine was identified as a barrier.
DISCUSSION
The health authority in which the study was conducted serves a large UK city with practice locations ranging from inner city to suburban. The survey therefore provides a perspective missing from other recent area studies. The response rate of 68.9% was high, as was access to CT amongst the responding general practices (available in half, 87/174). This may reflect the persisting climate of interest and shows greater provision than Thomas's estimate (39.5%) for her UK sample8. In that study, provision within the 24 FHSAs varied from 20.0 to 52.2%. Thomas found that inner-city GPs were significantly less likely to recommend or endorse treatment with CTs than GPs working in other areas. We therefore might have expected a much lower rate of access than was found in our study. If all non-responders were considered to be orthodox practitioners with no interest in CT, then the proportion of practices offering alternative treatment options still remains high at 34.2% (87/254). The categorization of access used makes it possible to compare our results with those of White's study in Devon and Cornwall10, where 25% of GPs offered CT referral outside the practice. In our study 39.7% of GPs referred; this was the commonest route to CT. This reflects a basic level of commitment to CT which is higher than 'endorsement' quoted by other studies8 10. A greater level of practice commitment is involved where CT is offered in-house. In our study 50.5% of practices offering CT provided an in-house service. We would suggest that the greatest level of commitment is where the GP practises CT.
In 36 (41.3%) of the practices in our study one or more doctors provided CT personally. This figure is hard to compare wvith other post-1990 data because either the denominators are different (individual GP rather than by practice10) or complete responses were not received from all of the sample8. However, it is considerably higher than the 16% found bv Anderson in 19876 and reflects the increasing engagement with CT by GPs. No definition of CT was offered to respondents in our study and some might say that the practices that identified physiotherapy and counselling within this category should not be regarded as offering CT. However, all of the practices naming either of these therapies also provide one or more therapies which are unarguably alternative. Generic or specific counselling, like complementary medicine, is another therapeutic option enjoying growing interest and availability within general practice2l.
CTs can be classified in several wvays-complete systems, diagnostic methods, therapeutic modalities and self-care approaches3. Most of the therapies offered by GPs in this survey are complete systems. The therapies offered most frequently overall were acupuncture, osteopathy, chiropractic, hypnotherapy and homoeopathy. These are popular wvith the general public2 and are also those identified by others as being most accessible from general practice . It could be argued that these therapies constitute the 'conservative' end of CT those therapies for which there is some evidence, if equivocal, in medical academic publications22 and close to elements of the medical model. To put it more strongly, they could be said to represent the 'acceptable' face of CT. Homoeopathy has always been available under the National Health Service, acupuncture is found at many pain clinics, hypnotherapy is used in a range of settings and elements of the two manipulative therapies have been integrated into current physiotherapy. It appears therefore that general practice is responding to complementary medicine by trying out the more 'respectable' (in terms of scientific method and evidence) therapies. The pattern of individual therapy provision in our stud)' was similar to that shown by Thomas8. The therapies most commonly offered inhouse and by the GP were acupuncture, hypnotherapy and homoeopathy. The manipulative therapies (osteopathy and chiropractic) were significantly more likely to be offered by referral. We suggest that this may be because manipulative therapies are difficult to 'learn from a book' and require a lengthy and intensive period of study and practice.
There seems to have been a change in commitment to CT among the study GPs, dating from the time when the new contract and fundholding were introduced. Over half of the GPs practising therapies themselves began in or after 1990. This may reflect the general increase in popularity, but may also be explained by the opportunities for financing the service through new payment systems. National surveys bv [V,hich?13 and Thomas8 found that fundholders were more likely than non-fundholders to offer 'alternative medicine'. In the Somerset9 and Devon and Cornwall10 area studies there was no apparent clifference. In our study, the difference wvas slight for CT provision overall; just over half (52.0%) of fundholding practices in the study offered some CT provision compared with 48.5% of non-fundholders. Howvever, fundholdling was significantly associated with provision of an in-house service (25 vs 19, P<0.05). Onethird of fundholders offered an in-house service against 19. 1% of non-fundholders which is similar to the proportions found by Thomas. The NAHAT study of fundholding-onl) practices also indicatedl that CT was available in just over one-third7.
This study has shown that in the health authority studied many patients nowv have some access to CT wvithin primary care, often wvithin their own general practice. Finance was the major obstacle to providing CT mentioned by practices, followed by time and space; lack of evidence came sixth. From their comments, GPs seem more concerned about physical and financial factors that directly affect the practice than about evidence of efficacy.
